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 Finally, the Board notified Dr. Menon of his right to request a hearing concerning the 
Board’s August 2005 allegations.  (State’s Exhibit 1A) 

 
B. No request for a hearing was received.  On December 14, 2005, the Board issued an 

Order permanently revoking Dr. Menon’s Ohio certificate.  Dr. Menon appealed that 
decision on service-related grounds.  On October 10, 2006, the Franklin County Court 
of Common Pleas, upon agreement of the parties, remanded the matter to the Board 
“for the purpose of serving Dr. Menon with a copy of the August 10, 2005, Notice of 
Opportunity for Hearing by means of certified mail and to provide Dr. Menon with 
the opportunity to request and obtain a hearing in accordance with [Ohio Revised 
Code] Chapter 119, on the underlying administrative matter.”  The Board re-mailed 
the August 10, 2005, Notice of Opportunity for Hearing on October 23, 2006.  
(State’s Exhibits 1A, 1K) 

 
C. By letter dated November 9, 2006, the Board also notified Dr. Menon that it had 

proposed to take additional disciplinary action against his certificate to practice 
medicine and surgery in Ohio.  This proposed action was based on the allegations that 
Dr. Menon had again not complied with several terms, conditions, and limitations 
imposed by the 2003 Board Order because he had not:  (1) provided a quarterly 
declaration by November 1, 2005; (2) ensured that his monitoring physician provided 
a quarterly report by November 1, 2005; and (3) notified the Board when action was 
taken against his certificate by the Arizona Medical Board [Arizona Board] in 
January 2005.  The Board alleged that these additional acts, conduct, and/or 
omissions also constitute a “[v]iolation of the conditions of limitation placed by the 
board upon a certificate to practice,” as that language is used in Section 4731.22(B)(15), 
Ohio Revised Code.  (State’s Exhibit 1B) 

 
D. By letter filed on November 13, 2006, Dr. Menon’s counsel requested a hearing on 

the allegations raised in the August 10, 2005, and the November 9, 2006, Notices of 
Opportunity for Hearing.  (State’s Exhibit 1C) 

 
E. In November 2006, the Board reinstated Dr. Menon’s Ohio certificate subject to the 

terms of the 2003 Board Order, in effect rescinding its revocation order of December 
14, 2005.  (Hearing Transcript Volume I at 163, 166; Ohio E-License Center, May 
14, 2007 <https://license.ohio.gov/Lookup/SearchDetail.asp?ContactIdnt=3055714 
&DivisionIdnt=78&Type=L>) 

 
F. By Entry dated January 18, 2007, the matters in the August 10, 2005, and the 

November 9, 2006, Notices of Opportunity for Hearing were consolidated.  (State’s 
Exhibit 1I) 

 
II. Appearances at the Hearing 
 

A. On behalf of the State of Ohio:  Marc E. Dann, Attorney General, by Barbara  
J. Pfeiffer, Assistant Attorney General. 
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B. On behalf of the Respondent:  Elizabeth Y. Collis, Esq. 
 
 

EVIDENCE EXAMINED 
 
I. Testimony Heard 
 
 Venu G. Menon, M.D. 
 Antony T. Jacob, M.D. 
 Danielle Bickers 
 
II. Exhibits Examined
 

A. State’s Exhibits 
 

State’s Exhibits 1A through 1L:  Procedural Exhibits. 
 
State’s Exhibit 2:  Copies of documents maintained by the Board in the Matter of 
Venu G. Menon, M.D. [Menon I]. 
 
State’s Exhibit 3:  Certified copy of documents maintained by the Iowa Board in the 
Matter of the Statement of Charges Against Venu G. Menon, M.D., File No. 02-02-780. 
 
State’s Exhibit 4:  Certified copy of documents maintained by the Nebraska Board in 
State of Nebraska ex rel. etc. v. Venu G. Menon, M.D., Case No. 69-050354. 
 
State’s Exhibit 5:  Certified copy of the letter of reprimand by the Arizona Board in 
the Matter of Venu G. Menon, M.D., Case No. MD-03-0684A, and of Dr. Menon’s 
physician profile as of August 8, 2005, from the Arizona Board’s website. 
 
State’s Exhibit 6:  June 13, 2003, letter from Danielle Bickers to Dr. Menon and 
enclosed Board Order Compliance Review Form. 
 
State’s Exhibit 7:  May 30, 2005, Declaration of Compliance by Dr. Menon. 
 
State’s Exhibit 8:  April 30, 2004, letter from Antony T. Jacob, M.D., to Ms. Bickers. 
 
State’s Exhibit 9:  September 3, 2004, letter from Dr. Jacob to Ms. Bickers. 
 
State’s Exhibit 10:  December 16, 2004, letter from Dr. Jacob to Ms. Bickers. 
 
State’s Exhibit 11:  September 13, 2005, letter from Dr. Jacob to Ms. Bickers. 
 
State’s Exhibit 12:  August 13, 2003, Declaration of Compliance by Dr. Menon. 
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State’s Exhibit 13:  April 7, 2004, letter from Ms. Bickers to Dr. Jacob. 
 

B. Respondent’s Exhibits 
 

Respondent’s Exhibit A:  February 11, 2005, letter from Dr. Jacob to Ms. Bickers. 
 
Respondent’s Exhibit B:  May 13, 2005, letter from Dr. Jacob to Ms. Bickers. 
 
Respondent’s Exhibit C:  August 12, 2005, letter from Dr. Jacob to Ms. Bickers. 
 
Respondent’s Exhibit E:  March 12, 2002, letter from Jane M. Eskildsen, M.D.1

 
Respondent’s Exhibit F:  January 22, 2007, letter from Walter K. Eskildsen, M.D., 
fka Jane M. Eskildsen, M.D. 
 
Respondent’s Exhibit G:  February 25, 2002, letter from Richard W. Slovek, M.D. 
 
Respondent’s Exhibit H:  December 11, 2002, letter from the Board to Dr. Menon 
and enclosed order from the Oklahoma State Board of Medical Licensure and 
Supervision in the Matter of the Application of Venu Gopal Menon for Reinstatement 
of Medical License No. 12923, Application No. 12923. 
 

C. Board Exhibit 
 

Board Exhibit A:  Copy of the Board’s December 14, 2005, Findings, Order and 
Journal Entry in the Matter of Venu G. Menon, M.D. [Menon II]. 

 
 

PROCEDURAL MATTERS 
 
After completion of the hearing, the Hearing Examiner realized that the record did not contain 
documentary evidence of the Board’s December 14, 2005, Order permanently revoking 
Dr. Menon’s Ohio certificate or the Board’s November 2006 reinstatement of Dr. Menon’s Ohio 
certificate after the ruling of the Common Pleas Court.  During a conference call on May 8, 
2007, counsel for the parties agreed to reopening the record for the purpose of admitting those 
additional documents.  Thereafter, counsel for Respondent attempted to locate the reinstatement 
decision.  On May 10, 2007, the examiner was informed that a copy of the Board’s November 
2006, decision to reinstate Dr. Menon’s Ohio certificate or other documentary evidence of the 
reinstatement could not be located.  It is not disputed, however, that Dr. Menon’s Ohio certificate 
was reinstated by the Board in 2006.  On May 14, 2007, the Hearing Examiner obtained a copy 
of the Board’s December 14, 2005, Order, marked it as Board Exhibit A, reopened the record 
and admitted that additional exhibit.  The record closed on May 14, 2007. 
 

                                                 
1An exhibit identified as Respondent’s Exhibit D was not marked or admitted. 
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SUMMARY OF THE EVIDENCE 
 
All exhibits and transcripts of testimony, even if not specifically mentioned, were thoroughly 
reviewed and considered by the Hearing Examiner prior to preparing this Report and 
Recommendation. 
 
Background 
 
1. Venu Gopal Menon, M.D., graduated from the All India Institute of Medical Services and 

then entered the Indian Army for several years.  He worked in England, Norway, Holland 
and Sweden and then came to the United States in 1975.  (State’s Exhibit [St. Ex.] 2) 

 
2. Dr. Menon completed two years of anesthesiology residency in 1977.  Next, he joined the 

United States Navy and worked in various parts of the United States.  In 1981, he left 
active duty and took a position with the Nashville Veterans Administration Hospital for six 
to nine months.  After that, he worked simultaneously at the University of Iowa and a 
Veterans Administration Hospital.  In 1986, he took a private practice position in Troy, 
Ohio, providing anesthesiology services.  He held privileges at Stouder Memorial Hospital 
[Stouder] and Piqua Memorial Medical Center [Piqua].  (St. Ex. 2, Hearing Transcript 
Volume I [Tr. I] at 162) 

 
3. Dr. Menon’s Stouder privileges were terminated on October 26, 1994, based upon “quality 

of care concerns regarding the manner in which Dr. Menon completed medical records; 
longstanding and continuing concerns regarding Dr. Menon’s lack [of] availability during 
epidural anesthesia and on-call coverage.”   Dr. Menon was also terminated from Piqua on 
November 24, 1998, based upon quality of care concerns.  After a period of 
unemployment, Dr. Menon provided locum tenens work in Iowa, Florida, Arizona, and 
Nebraska.  The position in Nebraska was converted into a permanent position at Community 
Hospital in McCook, Nebraska.  Dr. Menon remained employed at Community Hospital 
until February 2002, when he was discharged.2  (St. Ex. 2 at 14-15; Tr. I at 150, 160-161) 

 
Dr. Menon then resumed locum tenens work in Ohio and Nebraska for a brief period of 
time.  In September 2002, he became employed at the Dayton Outpatient Center [DOC] 
providing anesthesia and pain management services.  He remained employed there until 
January 2006, when he was terminated because the Board had revoked Dr. Menon’s Ohio 
certificate in December 2005.  A more detailed summary of Dr. Menon’s medical training 
and employment history is set forth in the Board’s May 13, 2003, decision in Menon I.  
(St. Ex. 2; Tr. I at 84-85, 140, 148-149) 

                                                 
2In the summary of evidence in the Report and Recommendation from this Board’s previous Matter of Venu 
G. Menon, M.D. [Menon I] and at the hearing in these consolidated matters, Dr. Menon testified that he was 
discharged from Community Hospital in McCook, Nebraska, due to budget reductions.  However, the allegations 
made by the Nebraska Board, and admitted by Dr. Menon in that state’s 2005 disciplinary proceeding against 
Dr. Menon indicate that Dr. Menon was discharged from Community Hospital in McCook, Nebraska, due to his 
substandard care and treatment practices.  (St. Ex. 2, at 19; St. Ex. 4 at 9; Tr. I at 151-152) 
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4. Dr. Menon has held licenses in Arizona, Florida, Iowa, Nebraska, Ohio and Oklahoma.  
Each of those states has conducted investigations of Dr. Menon and, as of the time of the 
hearing in these consolidated matters, all except Florida have taken disciplinary action 
against Dr. Menon.  He currently holds active medical licenses in Arizona and Florida, and 
has an active certificate in Ohio that is subject to probationary terms, conditions, and 
limitations.  (Tr. I at 84, 106, 162-163, 167-168) 

 
Board’s 2003 Disciplinary Action – Menon I 
 
5. In December 2002, this Board notified Dr. Menon that it had proposed to take disciplinary 

action against his certificate to practice medicine and surgery in Ohio.  Following an 
evidentiary hearing, the Board issued a decision in Menon I on May 14, 2003.  The Board 
concluded that, in September 2002, the Oklahoma State Board of Medical Licensure and 
Supervision [Oklahoma Board] denied Dr. Menon’s request to reinstate his medical license 
in that state because Dr. Menon had submitted false information on his reinstatement 
application and he had previously lost privileges at two hospitals in Ohio based upon 
quality of care issues.  As a result of the Oklahoma Board action, this Board suspended 
Dr. Menon’s Ohio certificate for a period of one year, stayed that suspension, and imposed 
a probationary period of at least three years.  (St. Ex. 2; Respondent’s Exhibit [Resp. Ex.] H) 

 
Additionally, this Board required Dr. Menon to:  (a) make personal appearances; (b) provide 
quarterly declarations of compliance with the Order’s probationary terms, conditions, and 
limitations; (c) attend a medical records course; (d) submit a plan of practice in Ohio under 
a supervised, structured environment; (e) submit the name of a monitoring physician [MP] 
who would monitor Dr. Menon and provide reports to the Board; (f) ensure that those MP 
reports are timely provided to the Board; and (g) notify the Board when any action is taken 
against his certificate to practice in any other state.  The Board directed Dr. Menon to 
notify the following persons or entities of the Board’s 2003 decision:  (a) his current and 
future health care employers; (b) all hospitals at which he holds or applies for privileges or 
appointments; and (c) other state licensing agencies in which he currently holds a 
professional license, where he applies for reinstatement or restoration of a professional 
license, or where he applies for a new professional license. (St. Ex. 2) 

 
Post-2003 Board Order Compliance – Quarterly Declarations of Compliance 
 
6. Danielle Bickers, Compliance Supervisor at the Board, testified that she monitored 

Dr. Menon’s compliance with the terms of the 2003 Board Order.  To assist Dr. Menon, 
she sent him a checklist in June 2003.  The checklist included a suggested calendaring of 
the documentation deadlines, along with an explanation of those deadlines.  Further, Ms. 
Bickers provided Dr. Menon with a sample compliance declaration form.  Ms. Bickers 
acknowledged that she was not aware whether Dr. Menon received the checklist and she 
did not meet with Dr. Menon to explain the requirements of the 2003 Board Order.  
Dr. Menon testified that he never received Ms. Bickers’ June 2003 letter or checklist.  
However, he received the compliance declaration form when he made his first, post-Order 
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appearance before the Board in August 2003.  Dr. Menon testified that he mailed that declaration 
of compliance to the Board afterward.  (Tr. I at 23-27, 41-42, 88, 128-131; St. Exs. 6, 12) 

 
7. As noted, the 2003 Board Order required Dr. Menon to submit quarterly declarations of his 

compliance with the Order’s probationary terms, conditions, and limitations.  The first 
quarterly declaration was due on August 1, 2003, and the subsequent declarations were 
due every three months thereafter.  Ms. Bickers testified that Dr. Menon provided many 
declarations of compliance.  Also, she testified that Dr. Menon failed to submit the 
quarterly declarations that were due in February, August and November 2005; and failed 
to timely submit the May 2005 declaration.  Ms. Bickers did not recall and had no notes 
indicating whether she spoke with Dr. Menon about the timeliness of his declarations.  
(St. Exs. 2, 6; Tr. I at 25-26, 33-34, 56-57) 

 
Ms. Bickers noted that Dr. Menon could have verified receipt of his quarterly declarations 
by sending them via certified mail, via facsimile with a confirmation, or by calling her 
directly.  She recalled no such contact by Dr. Menon.  (Tr. I at 59, 68) 

 
8. Below is a summary of Dr. Menon’s declaration activities pursuant to the 2003 Board Order: 
 

Quarterly Declarations 
Declaration 

Due Date 
Date of 

Declaration 
Date that the Board 

Received the Declaration 
8/1/03 8/13/03 8/13/03 or shortly thereafter 
11/1/03 12/1/03 12/2/03 
2/1/04 2/24/04 2/27/04 
5/1/04 4/24/04 4/27/04 
8/1/04  Not received3

11/1/04 12/12/04 12/14/04 
2/1/05  Not received 
5/1/05 5/30/05 6/6/05 
8/1/05  Not received 
11/1/05  Not received 

 
(Tr. I at 30-34, 54-56; St. Exs. 7, 12) 

 
9. Dr. Menon testified that he understood that he was required by the 2003 Board Order to 

submit quarterly declarations of compliance to the Board.  He also stated that he sent his 
quarterly declarations every three months and none of the mailings were returned to him.  

                                                 
3The Board has not alleged in either the August 2005 Notice of Opportunity for Hearing or the November 2006 
Notice of Opportunity for Hearing that Dr. Menon was not in compliance with the 2003 Board Order because he 
failed to provide a declaration of compliance by the August 1, 2004 due date.  Thus, his conduct with respect to an 
August 2004 declaration of compliance is not at issue in these consolidated matters.  The information is included in 
this chart in order to provide a full summary of activity related to the declarations of compliance from the effective 
date of the May 2003 Order through 2005. 
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He acknowledged that he did not know the specific deadlines for the declarations, he did 
not keep any copies of his declarations, and he did not contact the Board to determine if 
his declarations were received.  Dr. Menon further stated that he received no notice or 
telephone call informing him that his quarterly declarations were late.  (Tr. I at 87-92, 133-134) 

 
In particular, Dr. Menon testified: 

 
Q. Okay.  Now, the Board has alleged that there were certain months that 

you submitted your documents to the Board late, your quarterly 
documents.  According to Miss Bickers’ testimony, what would have 
been the second report that you submitted to the Board was due on 
November 1st, 2003, and that the Board received a report from you on 
December the 1st, 2003, about a month late.  Did you know that report 
was due in November? 

 
A. [By Dr. Menon]  I didn’t know.  Every three months I just signed the 

paper and drop it in the mailbox.  I don’t really look into the dates. 
 
Q. So in your mind, did you realize that documentation was going to be 

due at August 1st, November 1st, February and May? 
 
A. [By Dr. Menon]  I didn’t know. 

 
 (Tr. I at 89-90) 
 
Post-2003 Board Order Compliance – Quarterly Monitoring Physician [MP] Reports 
 
10. The 2003 Board Order also required that, upon Board approval of a MP for Dr. Menon, the 

MP must, among other things, submit quarterly reports.  Moreover, the 2003 Board Order 
stated:  “Dr. Menon shall ensure that the [MP] reports are forwarded to the Board on a 
quarterly basis and are received in the Board’s offices no later than the due date for 
Dr. Menon’s quarterly declaration.”  In February 2004, the Board permitted Antony Jacob, 
M.D., to act as Dr. Menon’s MP.  Ms. Bickers noted that the delay in selecting a MP was 
not because Dr. Menon did not comply with the Board’s 2003 requirement to propose a 
MP.  Rather, the delay occurred because there was discussion between the Board and 
Dr. Menon as to who would be an appropriate MP.  (Tr. I at 35, 68-70, 129; St. Ex. 2) 

 
11. Dr. Jacob practices physical medicine, and rehabilitation and electrodiagnostic medicine in 

Dayton, Ohio.  He was familiar with Dr. Menon because he conducted electrodiagnostic 
testing and provided some pain management services at the DOC at the same time 
Dr. Menon worked there.  Dr. Jacob testified that, as Dr. Menon’s MP, he needed to:  
monitor handwriting; review charts for readability, diagnoses, and treatment plans; and 
generate reports.  (Hearing Transcript Volume II [Tr. II] at 180-183, 194-195) 
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12. Upon approval of Dr. Menon’s MP, Ms. Bickers testified she sent an introductory letter to 
Dr. Jacob that outlined his responsibilities as MP and set forth the initial report due date of 
May 1, 2004.  Ms. Bickers stated that Dr. Jacob provided several MP reports, but failed to 
submit MP reports for February, May, August and November 2005.  Ms. Bickers did not 
recall and had no notes indicating whether she spoke with Dr. Menon or Dr. Jacob about 
the timeliness of the MP reports.  She also stated that the reports she received directly from 
Dr. Jacob did not contain original signatures; rather, the reports she received were 
photocopies.  (St. Exs. 2, 13; Tr. I at 38, 44-46, 65-66, 72) 

 
 Dr. Jacob testified that he provided quarterly MP reports from the initial due date of May 1, 2004, 

through September 2005.  (Tr. II at 184, 187, 189, 199-202; St. Exs. 8-11; Resp. Exs. A-C) 
 
13. Below is a summary of the MP report activity pursuant to the 2003 Board Order from the 

implementation date of MP requirements through 2005: 
 

Monitoring Physician Reports 
MP Report 
Due Date 

Date of MP 
Report 

Date that the Board Received 
the MP Report 

5/1/04 4/30/04 5/3/04 
8/1/04 9/3/04 9/7/04 
11/1/04 12/16/04 12/20/04 
2/1/05 2/11/05 Duplicate copy on 1/26/06 
5/1/05 5/13/05 Duplicate copy on 1/26/06 
8/1/05 8/12/05 Duplicate copy on 1/26/06 
 9/13/05 9/14/05 
11/1/05 None N/A 

 
(Tr. I at 35-38, 48-53; Tr. II at 184, 187, 189, 199-202: St. Exs. 8-11; Resp. Exs. A-C) 

 
14. Dr. Menon and Dr. Jacob described their monitoring activities.  Dr. Jacob testified that, 

usually on Thursdays, he would go to the DOC and, before seeing his own patients, he 
would meet with Dr. Menon for 15 to 20 minutes.  At that time, Dr. Jacob would review 
eight to ten charts that were already selected and ready for him, and then he would discuss 
his findings with Dr. Menon.  Dr. Jacob acknowledged that all of his MP reports stated 
that he had reviewed ten patient charts, although he testified that he had actually reviewed 
between eight to ten patient charts.  Dr. Jacob could not identify which reports were based 
upon a review of eight charts, as opposed to ten charts.  Dr. Jacob did not find any 
deficiencies with Dr. Menon’s practice.  Dr. Jacob explained that, since he was at the DOC 
only for a few limited hours, he had Dr. Menon’s office select the charts for him to review.  
(Tr. I at 93, 147-148; Tr. II at 182-183, 187-188, 193-196, 201-203, 213-215, 223) 4

                                                 
4Ms. Bickers stated that the MP reports she received from Dr. Jacobs were acceptable in content, but she noted that they were 
largely the same report.  In particular, Ms. Bickers testified, “[i]t looks to me like it’s just the same report generated each time 
and maybe not the review being done that we would have liked to have seen done, if that makes sense.”  (Tr. I at 71) 
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15. Dr. Jacob explained the process he used to generate his MP reports.  He noted that his first 
MP report was dictated by him and then typed by his secretary.  The subsequent MP 
reports were created by electronically updating the preceding report.  Dr. Jacob would 
proof the report and then his secretary would print and mail the report to the Board.  
Dr. Jacob kept no notes pertaining to the monitoring of Dr. Menon’s practice.  He did not 
send copies of the MP reports to Dr. Menon, and he did not keep hard copies of his 
reports.  (Tr. II at 184-186, 212, 220-221) 

 
16. When Dr. Menon’s former office switched to electronic patient charts at the end of 

summer 2005, Dr. Jacob concluded that there was no need for him to review Dr. Menon’s 
patient charts.  Dr. Jacob stated that he actually stopped reviewing Dr. Menon’s patient 
charts sometime in July, August or September 2005.  He further stated that he did not 
notify Dr. Menon or the Board that he ceased that responsibility. Dr. Jacob stated that he 
was not told by Dr. Menon or the Board to cease his MP duties and he did not ask to be 
relieved of those duties.  Dr. Jacob provided no MP reports after September 2005.  (Tr. II 
at 189-191, 203-204, 207-210, 213) 

 
17. Dr. Menon did not inquire as to why Dr. Jacob stopped reviewing patient charts when his 

probation period had not yet expired.  Dr. Menon also stated that he:  (a) did not write 
down any of the dates that he met with Dr. Jacob, (b) does not remember any of the 
meeting dates, (c) did not receive copies of Dr. Jacob’s MP reports, and (d) did not 
confirm with Dr. Jacob that the MP reports were sent in.  Dr. Menon testified, however, 
that Dr. Jacob told him of his findings and that he was sending the MP reports to the 
Board.  Also, Dr. Menon indicated that he did not receive any communications from the 
Board that the MP reports were not being timely submitted.  He further testified that the 
last time he spoke with Dr. Jacob was in 2005.  Dr. Menon also stated his belief that the 
MP reports were confidential and he was not permitted to see them.  (Tr. I at 93-94, 132-
133, 136, 147, 165) 

 
18. Dr. Menon’s counsel contacted Dr. Jacob in January 2006, after the Board revoked 

Dr. Menon’s Ohio certificate based in part on the allegation that three MP reports were not 
provided to the Board when due.  Dr. Jacob forwarded copies of three MP reports.  Those 
three MP reports [collectively, the missing reports] were dated February 11, May 13, and 
August 12, 2005.  Dr. Jacob explained that his secretary reprinted those three missing 
reports from her computer and that, since he had not kept copies of the original versions, 
he might have signed them again in January 2006.  (Resp. Exs. A-C; Tr. II at 225) 

 
19. Ms. Bickers commented that, like the other MP reports, the missing reports were largely 

the same in content.  However, Ms. Bickers noted that, in comparing these missing reports 
with those she had received previously, something struck her.  Specifically, Ms. Bickers 
testified: 

 
They appear to be the same report that were – reports that were turned in prior 
with the exception of the first line, and I – when I did review these reports, 
when the assistant attorney general’s office provided them to the enforcement 
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attorney and I looked at them, the thing that kind of stood out was, again, that 
first line, “This is the first report,” “This is the second report.”  Well, the only 
report that I received in 2005 was the September 13th, 2005, report from 
Dr. Jacob, and it’s the only one that says, “This is the fourth report to the 
Board” as opposed to “This is the fourth report of 2005,” which struck me as 
odd because that’s the only report that I had, and yet these other reports were 
supposedly sent to the Board. 

 
(Tr. I at 71-72)  Essentially, Ms. Bickers stated that the three missing reports “open” 
differently from the reports Ms. Bickers had received previously and that difference struck 
her as “odd.” 

 
20. The following are the opening statements of each MP report: 
 

Date of the Originally 
Received MP Reports 

 
Opening Statement 

April 30, 2004 “This is the first report to the Board on the 
conformance of Dr. Venu G. Menon * * * ” 

September 3, 2004 “This is the second report to the Board on the 
conformance of Dr. Venu G. Menon * * * ” 

December 16, 2004 “This is the third report to the Board on the 
conformance of Dr. Venu G. Menon * * * ” 

September 13, 2005 “This is the fourth report to the Board on the 
conformance of Dr. Venu G. Menon * * * ” 

Date of Missing Reports Opening Statement 
February 11, 2005 “This is the first report of 2005 to the Board on the 

conformance of Dr. Venu G. Menon * * * ” 
May 13, 2005 “This is the second report of 2005 to the Board on the 

conformance of Dr. Venu G. Menon * * * ” 
August 12, 2005 “This is the third report of 2005 to the Board on the 

conformance of Dr. Venu G. Menon * * * ” 
 

(St. Exs. 8-11; Resp. Exs. A-C) 
 
21. Dr. Jacob identified three errors in the content of his August and September 2005 MP 

reports.  However, his testimony was inconsistent in certain respects.  The first error that 
Dr. Jacob identified was the date of his August 12, 2005, report.  At one point, Dr. Jacob 
testified that the August 2005 report was intended to meet the August 1, 2005, deadline.  
However, he also testified that the date should have been mid-September 2005.  The 
second error that Dr. Jacob identified was the date of his September 13, 2005, report.  
Dr. Jacob testified that the date should have been in August 2005and, yet also, stated that 
the September 2005 report should have been dated for sometime after September 2005.  
The third error that Dr. Jacob identified was that the opening to his August 2005 report 
should have stated that it was the “fourth report.”  (Tr. II at 191-193, 204-207, 209, 211, 
216-219, 224) 
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Other States’ Actions against Dr. Menon after the 2003 Board Order 
 
22. On September 15, 2004, the Iowa Board entered an order imposing an indefinite 

suspension against Dr. Menon, requiring that he successfully complete:  (a) an ethics 
course, (b) a competency evaluation at the Center for Personalized Education for 
Physicians [CPEP], and (c) any CPEP educational program.  The order was based on the 
action taken by the Oklahoma Board in September 2002.  Dr. Menon did not appear at the 
administrative hearing because he was taking a “serious course in anesthesiology at that 
time.”  (St. Ex. 3; Tr. I at 95) 

 
23. On January 4, 2005, the Arizona Board issued a letter of reprimand against Dr. Menon, 

based on the action taken by the Oklahoma Board in September 2002 and by this Board in 
Menon I.  Dr. Menon appeared before the Arizona Board without counsel.  (St. Ex. 5; Tr. I 
at 110, 127) 

 
24. On April 6, 2005, the Nebraska Board issued an order accepting a settlement agreement 

signed by Dr. Menon and the State of Nebraska, pursuant to which Dr. Menon agreed to 
surrender his Nebraska medical license for at least two years.  Dr. Menon admitted the 
allegations made by the State of Nebraska.  Dr. Menon did not have counsel for that 
proceeding.  (St. Ex. 4; Tr. I at 100) 

 
 The allegations made by the State of Nebraska were based upon Dr. Menon’s activities 

while working at Community Hospital in McCook, Nebraska, from approximately April 
2000 to February 2002.  Community Hospital is a 43-bed hospital providing general 
surgery, orthopedic surgery, obstetrics, and gynecology services.  Dr. Menon was the only 
anesthesiologist at the hospital, but a nurse anesthetist was also employed there.  (Tr. I at 
150-151) 

 
25. The following are the 12 substantive allegations made by the State of Nebraska, and 

Dr. Menon’s testimony at this hearing in response to some of those allegations. 
 

• Nebraska Allegation 6:  “On or about July 6, 2001, between approximately 
12:15 p.m. and approximately 2:00 p.m., [Dr. Menon] attempted to intubate 
patient G.R. for administration of general anesthesia eight (8) to twelve (12) 
times without success.  During the intubation attempts, [Dr. Menon] ordered 
Nurse S.B. to draw-up and administer numerous doses of succinycholine, a 
paralytic agent.  During the failed attempts, patient G.R.’s oxygen saturation 
levels dropped to between 30% and 40%.  [Dr. Menon] failed to chart the orders 
to Nurse S.B. for the administration of succinylcholine, and failed to chart all 
oxygen saturation levels.”  (St. Ex. 4 at 7) 

 
 Response during this hearing:  Dr. Menon stated that he did not chart the orders 

for succinylcholine at the time he was trying to intubate the patient, but that he 
did chart the orders once the patient was put on a spinal anesthesia.  Further, he 
testified that he did not chart all the oxygen saturation levels of that patient and, 
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in particular, stated that “Oxygen saturation, that changes very often; but I didn’t 
even know then what it was.”  (Tr. I at 99, 116-118) 

 
• Nebraska Allegation 7:  “Between approximately April 2000 to approximately 

February 2002, [Dr. Menon] prescribed antibiotic medication for a patient 
without documenting in the patient’s chart the medications prescribed or the 
purpose for which they were prescribed.  [Dr. Menon] admitted in interviews 
conducted on September 10, 2003 and September 15, 2003, that he provided his 
girlfriend antibiotics by using the hospital prescription pads and that he did not 
keep any records of the medical care he provided to his girlfriend.”  (St. Ex. 4 at 
7) 

 
 Response during this hearing:  Dr. Menon stated that he did prescribe an 

antibiotic without documenting the medication.  Dr. Menon stated that the 
antibiotic was for his “cleaning person” who was suffering from a cough and 
cold.  Dr. Menon stated that this person, a male, was not his patient.  Dr. Menon 
explained that the gentleman could not afford to see his doctor and Dr. Menon 
did not “make it a habit” to prescribe medications for people who were not his 
patients.  (Tr. I at 119, 154) 

 
• Nebraska Allegation 8:  “Between approximately April 2000 to approximately 

August 2001, [Dr. Menon] provided anesthesia services on numerous occasions 
for cataract procedures.  In interviews of [Dr. Menon] conducted on September 
10, 2003 and September 15, 2003, [Dr. Menon] admitted to re-using the same 
syringe on four (4) to five (5) patients each day in a three (3) to four (4) day time 
period.  According to [Dr. Menon], he continued the practice of reusing syringes 
on different patients until he was told by Nurse B. to stop.”  (St. Ex. 4 at 7) 

 
 Response during this hearing:  Dr. Menon disagreed that he reused syringes on 

different patients over the course of several days.  He stated that, instead, it 
occurred on only one day.  He further testified that the same syringe could be 
reused because there was still medication in it, but the needle was changed each 
time.  Dr. Menon testified that the medication was injected into the intravenous 
tube (not into the patient directly) and “there’s no way of contamination at all.”  
(Tr. I at 119-120, 155-156) 

 
• Nebraska Allegation 9:  “Between approximately April 2000 to approximately 

February 2002, [Dr. Menon] failed to label each syringe he used to administer 
different medications during any given procedure.  [Dr. Menon] admitted in 
interviews conducted on September 10, 2003 and September 15, 2003, that he 
regularly did not label the different syringes he used in each surgical case.”  
(St. Ex. 4 at 7-8) 

 
 Response during this hearing:  Dr. Menon agreed that this occurred, stating that 

there were no labels available to use at that time.  (Tr. I at 120) 
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• Nebraska Allegation 10:  “Between approximately April 2000 to approximately 

February 2002, [Dr. Menon] was observed by OR staff members, on more than 
one occasion, leaving a patient under his care, while the patient was under 
anesthesia, to wit: 

 
“A. On or about May 30, 2001, a surgical procedure had to be stopped 

when a patient started moving around.  At the time, [Dr. Menon] 
was in the hallway outside the operating room talking with a 
student.  [Dr. Menon] had to be asked to return to the operating 
room to administer more sedation so the surgical procedure could 
be completed. 

 
“B. On other occasions, after administering anesthesia, [Dr. Menon] 

left his patients in the operating room to drink coffee outside the 
operating room.” 

 
(St. Ex. 4 at 8) 
 
Response during this hearing:  Dr. Menon did not agree that allegation 
10(A) had occurred, but partially acknowledged that allegation 10(B) had 
occurred.  He stated that he usually moved around within the operating 
room when local anesthesia was used, but would remain at the head of the 
table when general anesthesia was given.  (Tr. I at 121-122, 157) 

 
• Nebraska Allegation 11:  “On approximately September 10, 2003 and 

approximately September 15, 2003, during interviews with a Department 
investigator, [Dr. Menon] admitted to being approximately 20 feet away 
from patients under anesthesia and under his care while they were in the 
operating room.”  (St. Ex. 4 at 8) 

 
• Nebraska Allegation 12:  “Between approximately April 2000 to 

approximately February 2002, [Dr. Menon] failed to use filtered needles to 
withdraw medication from glass ampules.”  (St. Ex. 4 at 8) 

 
Response during this hearing:  Dr. Menon indicated that, with glass 
ampules, he used a filtered needle to withdraw the medication.  (Tr. I at 
159) 

 
• Nebraska Allegation 13:  “Between approximately June 1, 2000 and 

approximately March 13, 2002, [Dr. Menon] wrote himself twenty six 
(26) prescriptions for Viagra.”  (St. Ex. 4 at 8) 

 
Response during this hearing:  Dr. Menon disagreed that he wrote 26 
separate Viagra prescriptions for himself.  Instead, he testified that he 
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wrote prescriptions four or five times, each for three or four tablets.  (Tr. I 
at 122) 

 
• Nebraska Allegation 14:  “On approximately September 10, 2003, 

[Dr. Menon] lied to a Department Investigator during an interview when 
he denied prescribing controlled substances for patients outside the 
hospital.  A prescription audit obtained from F. Pharmacy showed three 
(3) prescriptions for Tylox (oxycodone with APAP 5/500), a controlled 
substance, had been written by [Dr. Menon] for patient J.B.”  (St. Ex. 4 at 
8) 

 
Response during this hearing:  Dr. Menon stated that, one time, he signed 
a prescription that was already filled out for a patient for whom he handled 
anesthesia and that he did not realize at that time what Tylox was.  He 
explained that the prescription was filled out and handed to him for a 
signature.  (Tr. I at 98-99, 123-124) 

 
• Nebraska Allegation 15:  “Between approximately October 1, 1994 and 

October 31, 1994, [Dr. Menon’s] Clinical Privileges were revoked by 
Stouder Hospital in Troy, Ohio, for quality of care concerns.”  (St. Ex. 4 at 
9) 

 
• Nebraska Allegation 16:  On or February 21, 2002, [Community Hospital 

in McCook, Nebraska] informed [Dr. Menon] that his contract was 
terminated due to [Dr. Menon’s] substandard care and treatment practices.  
(St. Ex. 4 at 9) 

 
• Nebraska Allegation 17:  [Dr. Menon] failed to report the above-described 

loss of privileges and termination to the [Nebraska Board] within the 
mandatory thirty day reporting time period.  (St. Ex. 4 at 9) 

 
26. Dr. Menon explained that he did not contest the allegations in Nebraska because he did not 

want to displease the Nebraska Board.  Dr. Menon was worried that any disciplinary 
litigation in Nebraska could negatively impact his Federation Licensing Examination 
[FLEX] results.  Dr. Menon believed that, because he took the FLEX at a testing site in 
Nebraska in 1981 or 1982, displeasing the Nebraska Board in the 2005 disciplinary matter 
could negatively affect his FLEX results.  (Tr. I at 97, 100, 102, 113-115, 125, 145-146) 

 
Post-2003 Board Order Compliance – Notification of Other States’ Actions 
 
27. The 2003 Board Order required Dr. Menon to notify the Board “of any action taken 

against a certificate to practice held by Dr. Menon in any other state” and to provide 
“acceptable documentation verifying the other state boards’ actions.”  (St. Ex. 2 at 6) 
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28. Ms. Bickers testified that Dr. Menon did not notify the Board of the actions taken by the 
Iowa Board in September 2004, the Arizona Board in January 2005, or the Nebraska 
Board in April 2005.  Ms. Bickers explained that, to report another state’s action in 
compliance with that requirement of the 2003 Board Order, Dr. Menon could have sent a 
letter or used the declaration of compliance form by expressly noting that another state had 
taken action.  Ms. Bickers stated that, even if the other state action had been added to the 
National Practitioner Databank, Dr. Menon was still required to affirmatively notify the 
Board of the other states’ actions and his failure to do so violated the 2003 Board Order.  
(Tr. I at 39-40, 60, 62-63) 

 
29. Dr. Menon acknowledged that he did not notify the Board of the Iowa, Arizona or 

Nebraska Boards’ actions.  He explained that, because of the information-sharing that 
occurred among the state boards after his Oklahoma disciplinary decision, he thought the 
other states would notify Ohio through, for example, the National Practitioner Databank.  
Dr. Menon stated that, at that time, he did not understand that he had to report other states’ 
actions to the Board.  (Tr. I at 95, 101, 103, 128) 

 
Letters of Support 
 
30. Dr. Menon presented three letters from two doctors with whom he worked while in 

McCook, Nebraska.  The State did not have the opportunity to examine either doctor.  The 
first two letters were written by Dr. Eskildsen, a general surgeon with whom Dr. Menon 
worked extensively during that time period.  Dr. Eskildsen noted that Dr. Menon handled 
the anesthesia needs for high-risk elderly patients, severe oxygen-dependent “COPD” 
patients, and critically ill patients.  Dr. Eskildsen stated that Dr. Menon “demonstrated his 
knowledge and expertise in getting these sick patients safely through their operations.”  
Also, Dr. Eskildsen noted that those patients for whom Dr. Menon handled the epidural 
anesthesia and post-operative pain control had excellent pain control results, with very few 
exceptions.  Dr. Eskildsen further stated that he did not witness any breaches of sterile 
techniques, did not have any episodes in which he would question Dr. Menon’s judgment, 
and did not feel that Dr. Menon endangered Dr. Eskildsen’s patients.  (Resp. Exs. E, F; 
Tr. I at 104, 150) 

 
31. The third letter was written by Richard W. Slovek, M.D., an orthopedic surgeon who also 

worked with Dr. Menon.  Dr. Slovek noted his opinion that Dr. Menon performed “competent 
anesthesia in a timely and professional manner.”  In addition, Dr. Slovek wrote: 

 
I have respected [Dr. Menon’s] vast knowledge of anesthesia.  He appears to be 
well read in his field.  I have enjoyed knowing him and would highly 
recommend him for anesthesiology services. 
 

(Resp. Ex. G; Tr. I at 107, 150) 
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Summary of Actions Taken and Proceedings against Dr. Menon 
 
32. The following chart summarizes the actions taken and proceedings against Dr. Menon 

since 1994. 
 

Summary of Actions Taken and Proceedings against Dr. Menon since 1994 
Date Entity Nature of Action Basis for Action 
10/94 Stouder Memorial 

Hospital in Troy, Ohio 
Hospital appointment and privileges 

terminated.∗
Quality of care concerns.* 

11/98 Piqua Memorial Medical 
Center in Piqua, Ohio 

Employment terminated.* Quality of care concerns.* 

9/02 Oklahoma Board  License reinstatement denied.* Submission of false information 
on reinstatement application and 

loss of privileges at two Ohio 
hospitals.* 

5/03 Ohio Board -- Menon I One-year suspension, stayed; probation 
for at least three years, personal 

appearance at beginning and end of 
probation period, quarterly declarations, 

medical records course, practice plan 
with monitoring physician, required 

reporting of actions by any other state in 
which a certificate held.* 

Oklahoma action.* 

9/04 Iowa Board  Indefinite suspension, ethics course 
requirement, and CPEP evaluation. 

Oklahoma action. 

1/05 Arizona Board Public reprimand. Oklahoma and Ohio actions. 
4/05 Nebraska Board License surrendered for two years. Failure to keep adequate records, 

minimum standards violations, 
self-prescribing, making a false 
statement to a Nebraska Board 

investigator, and failure to file a 
mandatory report. 

8/05 Ohio Board -- Menon II Pending as part of the current 
consolidated matters. 

(Ohio certificate permanently revoked 
12/05.  Decision appealed on service-

related grounds.  Ohio certificate reinstated 
11/06, subject to the terms of the 2003 

Ohio Board Order and pending evaluation 
of the 8/05 allegations on the merits.) 

N/A 

11/06 Ohio Board -- Menon III Pending as part of the current 
consolidated matters. 

N/A 

 
 

FINDINGS OF FACT 
 
1. On May 14, 2003, the Board issued an Order in the Matter of Venu G. Menon, M.D., 

which suspended Dr. Menon’s Ohio certificate to practice medicine and surgery for at least 
                                                 
∗This information is provided for context/historical purposes only.  These actions are not part of the allegations 
contained in the August 10, 2005, and the November 9, 2006, Notices of Opportunity for Hearing. 
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one year, stayed that suspension, and imposed probationary terms, conditions, and 
limitations for at least three years.  The 2003 Board Order was based upon action taken by 
the Oklahoma Board in September 2002 denying Dr. Menon’s request to reinstate his 
Oklahoma license.  The Oklahoma disciplinary action was based upon Dr. Menon’s 
submission of false information on his reinstatement application and his loss of privileges 
at two Ohio hospitals due to quality of care concerns. 

 
Among the probationary terms, conditions, and limitations, this Board required Dr. Menon 
to:  (a) provide quarterly declarations of compliance with the Order’s probationary terms, 
conditions, and limitations; (b) ensure that his monitoring physician [MP] provided 
quarterly reports to the Board when due; and (c) notify the Board when any action is taken 
against his certificate to practice in any other state.  Those probationary terms, conditions, 
and limitations became effective on May 13, 2003. 

 
 In December 2005, the Board revoked Dr. Menon’s Ohio certificate.  In November 2006, 

his Ohio certificate was reinstated, subject to the terms of the 2003 Board Order. 
 
2. The Board did not receive declarations of compliance from Dr. Menon by February 1, 

August 1, and November 1, 2005, in compliance with the 2003 Board Order, specifically 
paragraph (A)(3).  By his own admission, Dr. Menon did not take steps to ensure that 
those quarterly declarations were actually received by the Board and did not ask the Board 
whether those quarterly declarations were received by the Board in a timely manner.  By 
his own admission, Dr. Menon did not document the dates by which his declarations of 
compliance were due so that he would execute and provide the declarations by the 
deadlines established in the 2003 Board Order.  By his own admission, Dr. Menon did not 
keep copies of the executed forms.  Dr. Menon also admitted that he did not know of the 
deadlines.  The only evidence that those three declarations of compliance were provided 
when due was Dr. Menon’s testimony that he executed the forms “every three months” 
and sent them to the Board.  This evidence does not establish that Dr. Menon submitted 
declarations of compliance by February 1, August 1, and November 1, 2005, in 
compliance with the 2003 Board Order. 

 
 Additionally, the Board did not receive a declaration of compliance from Dr. Menon by 

May 1, 2005, in compliance with the 2003 Board Order, specifically paragraph (A)(3).  
Although, on June 6, 2005, the Board did receive a declaration of compliance from 
Dr. Menon, which was signed on May 30, 2005. 

 
3. The Board did not receive MP reports from Dr. Jacob by February 1, May 1, August 1, and 

November 1, 2005, in compliance with the 2003 Board Order, specifically paragraph 
(A)(5).  By his own admission, Dr. Menon did not take steps to ensure that those four 
quarterly MP reports were provided to the Board when due.  By his own admission, 
Dr. Menon did not inquire of Dr. Jacob or the Board as to whether those MP reports were 
being submitted to the Board in a timely manner.  Also, Dr. Menon did not seek to receive 
copies of those MP reports for his own files. 
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4. On September 15, 2004, the Iowa Board took action against Dr. Menon.  It indefinitely 
suspended Dr. Menon’s license in that state, required an ethics course, a competency 
evaluation, and completion of an educational program.  This action was based upon the 
action taken by the Oklahoma Board in September 2002. 

 
5. On January 4, 2005, the Arizona Board took action against Dr. Menon.  It issued a letter of 

reprimand against Dr. Menon, based on the actions taken by the Oklahoma Board and this 
Board in Menon I. 

 
6. On April 6, 2005, the Nebraska Board issued an order accepting a settlement agreement 

between Dr. Menon and the State of Nebraska, pursuant to which Dr. Menon agreed to 
surrender his Nebraska license for at least two years.  This action was based upon 
allegations of:  failure to keep adequate records, minimal standards violations, self-
prescribing, making a false statement to a Nebraska Board investigator, and failure to file a 
mandatory report.  Dr. Menon admitted those allegations in the settlement agreement. 

 
7. Dr. Menon admitted that he did not notify the Board of the Iowa, Arizona or Nebraska 

Boards’ actions identified in Findings of Fact 4-6, as required by the 2003 Board Order, 
specifically paragraph (A)(9). 

 
 

CONCLUSIONS OF LAW 
 
1. The conduct of Venu Gopal Menon, M.D., as set forth in Findings of Fact 2, 3, and 7, 

constitutes a “[v]iolation of the conditions of limitation placed by the board upon a 
certificate to practice,” as that language is used in Section 4731.22(B)(15), Ohio Revised 
Code. 

 
2. The April 2005 Nebraska Board action, as set forth in Finding of Fact 6, constitutes “[a]ny 

of the following actions taken by the agency responsible for regulating the practice of 
medicine and surgery, osteopathic medicine and surgery, podiatric medicine and surgery, 
or the limited branches of medicine in another jurisdiction, for any reason other than the 
nonpayment of fees:  the limitation, revocation, or suspension of an individual’s license to 
practice; acceptance of an individual’s license surrender; denial of a license; refusal to 
renew or reinstate a license; imposition of probation; or issuance of an order of censure or 
other reprimand,” as that language is used in Section 4731.22(B)(22), Ohio Revised Code. 

 
* * * * * 

 
Respondent’s counsel correctly notes that the Board has alleged violations of three components 
of the probationary terms, conditions, and limitations of the 2003 Board Order.  Upon review of 
the evidence presented, Dr. Menon admitted that he violated the provisions requiring him to 
ensure that the MP reports were timely submitted and notify the Board of other state’s actions. 
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With regard to the declarations of compliance required by the 2003 Board Order, the record 
demonstrates that Dr. Menon did not provide a declaration of compliance by the May 2005 due 
date and Dr. Menon did not present any evidence to demonstrate otherwise.  The only evidence 
that Dr. Menon presented to establish that he submitted the missing declarations of compliance 
by their February 1, August 1, and November 1, 2005, due dates, was his statement that he 
signed the forms and mailed them to the Board.  This testimony is not convincing for several 
reasons.  First, Dr. Menon did little to ensure his compliance with the declaration requirements, 
including the fact that he did not bother to identify the deadlines.  Second, of the six declarations 
that were received by the Board, only one declaration was signed and sent before its deadline.  
Most were overdue by 26 days or more.  Third, Dr. Menon was not taking steps to comply with 
other probationary terms, conditions, and limitations and it is, therefore, unlikely that he timely 
submitted the three missing declarations. 
 
Respondent’s counsel contends that the allegations against Dr. Menon in these consolidated 
matters are not failures to meet minimal standards.  However, that argument is not quite correct.  
One of the Board’s allegations in these consolidated matters involves the action against 
Dr. Menon by the Nebraska Board.  That board’s April 2005 action was based, in part, upon 
admitted allegations involving minimal standard violations.  Thus, apart from finding violations 
of the 2003 Board Order, the Hearing Examiner has found that Dr. Menon was disciplined by 
another state, based in part upon minimal standard violations. 
 
Dr. Menon requests that his Ohio certificate be suspended for one year and that he be given 
credit for the eight months in which his Ohio certificate was revoked in 2005-2006.  The Hearing 
Examiner rejects that recommendation.  As set forth in the final chart of this Report and 
Recommendation, Dr. Menon has an extensive disciplinary history.  Five states in which 
Dr. Menon has held a medical license have taken action against him and those actions were 
based upon a variety of different circumstances.  Although some of the actions are linked, this is 
not a situation in which Dr. Menon has been disciplined by various states solely for the same 
underlying events.  In its 2003 Board Order, the Board reserved the right to impose any 
disciplinary action deemed appropriate if Dr. Menon violated the probationary terms, conditions, 
and limitations in any respect.  Dr. Menon has violated the probationary terms, conditions, and 
limitations, and, in light of the history involved with Dr. Menon, the Board should permanently 
revoke his Ohio certificate.  Dr. Menon has admitted to self-prescribing medication, signing a 
prescription for a medication with which he is not familiar, and prescribing medication for 
someone who was not his patient at the time.  Dr. Menon has lost employment and/or hospital 
privileges from more than one hospital due to patient care concerns.  Plus, he submitted false 
information to another state medical board and lied to another board’s investigator.  These events 
took place in several different locations and over a period of many years.  Dr. Menon is not 
deserving of an Ohio certificate. 
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NOTICE OF APPEAL 

Appellant, Venu G. Menon, M.D., pursuant to Ohio Revised Code Section 119.12 

hereby appeals the final decision of the Ohio State Medical Board ("Appellee"), which 

permanently revoked his license to practice medicine in Ohio in its Adjudication Order 

(attached hereto) issued on December 14,2005 and mailed to Appellant on December 15, 

2005. 

Appellant asserts that the decision of the Ohio State Medical Board is not 
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supported by reliable, probative and substantial evidence andj slws'jafardiis?:q 
law. In addition, Appellant asserts that Appellant never received a copy of the August 

10,2005 Notice of Opportunity for Hearing and therefore was not provided with an 

opportunity to request a hearing with the Medical Board or to present any evidence on his 

defense. 
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